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Using national data from the Faith Communities Today 2000
survey, the current study builds upon Lincoln and Mamiya's
(1990) argument of the civically active Black Church. Originally
used to assess the relative activism of Black and White congrega-
tions, the current study suggests that Black congregations are more
likely to provide health programs than are predominantly White,
Hispanic and Asian congregations. The greater involvement of
Black congregations in the provision of health programs likely
has much to do with the historical and continued cultural, spiri-
tual, and political role that churches play in Black communities.
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The current study assesses racial/ethnic differences in
the health programs that American congregations provide.
Church-based health programs play an instrumental role in
providing health services, referrals, and information within
many American communities (Chaves & Tsitsos 2001; Cnaan,
Sinha & McGrew 2004; Ransdell & Rehling 1996; Taylor et al.,
2000; Thomas, Billingsley & Caldwell, 1994). Data from the
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Faith Communities Today 2000 survey suggests that seventy
percent of American congregations participate in the provision
of at least one health program in the form of counseling, sub-
stance abuse, nursing home/hospital care, or general health
education (Dudley & Roozen, 2001). Religious congregations
are in an advantageous position to respond to health concerns
because they are located in almost all American communi-
ties. Additionally, religious congregations are seen as being
amenable to health promotion because many faiths maintain
tenets that are consistent with healthy lifestyles. Christianity,
in particular, teaches that the human body is a temple in
which God's spirit resides. Clergy that make the connection
between religious teaching and health are likely to encour-
age their members to maintain a balanced diet, exercise, avoid
illicit drugs, get regular physicals, and engage in other healthy
behaviors. Additionally, many religious faiths maintain pro-
phetic elements that recognize health care as a basic human
right. While many American congregations attempt to address
health concerns in their local communities, the racially and ec-
onomically segregated contexts in which Americans live and
worship likely impacts the ability of White, Black, Hispanic,
and Asian congregations to do so.
In their seminal book, The Black Church in the African
American Experience, Lincoln and Mamiya (1990) argue that
Black Protestant churches are more civically active than are
White churches because churches play a more central institu-
tional role within Black communities than in White communi-
ties. The shared memory of Black churches fighting for Black
civil rights and human dignity undoubtedly contributes to
many African Americans believing that their churches should
address their social, economic, and political concerns. Nearly
every Black-led effort pushing for greater racial equality had
its roots within the Black church and/or drew heavily from
its resources and prophetic theology (Lincoln & Mamiya, 1990;
Morris 1984). Indeed, the denial of health care to free Blacks
from White secular and religious institutions led to the emer-
gence of sick and burial societies within the African Methodist
Episcopal and Black Baptist Churches during the 18th century
(Lincoln & Mamiya, 1990). The disproportionate amount
of poverty-related health concerns and the relatively few
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non-governmental institutions addressing such concerns in
Black communities today further contributes to many African
Americans believing that their churches must address health
and other social concerns (Lincoln & Mamiya, 1990).
Lincoln and Mamiya's (1990) argument is not to suggest
that White Churches are uninvolved in community life. In fact,
at the denominational level, there is seemingly parity along
racial/denominational lines in the commitment of American
churches to addressing health concerns. Black Protestant de-
nominations such as the Progressive Baptist Convention
(PBC), the National Baptists Conference (NBC), and the
African Methodist Episcopal Church (AMEC) maintain health
ministries and resources that encourage local congregations to
address spiritual, mental, and physical health concerns (AMEC,
2007; NBC, 2007; PNBC, 2007). Similarly, the National Council
of Churches (NCC), a political coalition of Mainline Protestant
denominations, and the United States Conference of Catholic
Bishops (USCCB) are both engaged in political campaigns to
extend health care to all Americans (NCC, 2007; USCCB, 2007).
While Evangelical Protestant denominational bodies maintain
less of an institutional commitment than do other Christian
churches, a recent survey indicates that concern for HIV/
AIDS is the top social-economic issue of concern to Evangelical
church leaders (Barrick, 2007).
However, at the local congregational level, a number
of studies suggest that a church's racial composition may
account for congregation-based social services generally and
health care programs more specifically. It is unclear if Lincoln
and Mamiya's (1990) argument applies outside of the Black-
White landscape and within a broader multi-racial/ethnic
context. The current study attempts to build from their work
by assessing racial/ethnic differences in the health programs
provided by White, Black, Hispanic, and Asian American
congregations.
Black and White Congregations-based Health Activism
Given the greater risk for cardiovascular disease, HIV,
infant mortality, hypertension, and virtually all other diseas-
es in Black relative to White communities, it is sensible that
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government and non-profit public health agencies are more
likely to target Black relative to White congregations in an
effort to reach at-risk populations (Ransdell & Rehling, 1996).
Similarly, bivariate analyses from the Faith Communities Today
2000 data indicates that, on average, Black Protestant congre-
gations are more likely than are White mainline Protestant,
Evangelical, and Catholic congregations to provide general
health and substance abuse programs (Dudley & Roozen, 2001).
Tsitsos also found that congregations with a higher proportion
of African Americans are more likely than are others to provide
substance abuse programs (Tsitsos, 2003). Along the same
lines, data from the 1996 Religion and Politics Study suggests
that Black Protestants are more likely than are White Catholics,
mainline Protestants, and Evangelicals to attend congregations
that discuss the importance of health care reform (Kohut et al.,
1996).
Black congregations' heightened commitment to health
care may, in part, be linked to African Americans having
worse health outcomes and being less likely than Whites to
have any form of health insurance (Brown et al., 2000). Black
Americans are also more likely than are all other ethnic groups
to live in communities of concentrated poverty where access to
grocery stores that sell healthier foods is limited (MCIC, 2005).
Consequently, Blacks face greater obstacles than others in
maintaining balanced nutritious diets. Furthermore, the stress
of being poor and living in impoverished communities with
fewer city services, illegal dumping, and dilapidated housing
puts many Blacks at greater risk of depression, asthma, dia-
betes, and heart ailments (Berube & Katz, 2005). Areas of con-
centrated poverty also tend to have higher violent crime rates,
which increase the risk of assault, murder, and other physical
injury. Prolonged exposure to violence can also heighten stress
levels, which over sustained periods can lead to hypertension
(Foy & Goguen, 1998; Sanders-Phillips, 1997; Scheeringa &
Zeanah, 1995).
Given the poor social-economic conditions within
many Black communities, it makes sense that many socially
active Black churches view their activism as a manifestation
of their prophetic commitment to caring for the poor and
marginalized within their communities (Barnes, 2004;
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Billingsley, 1999). Even if individual African Americans and
their congregations do not themselves live in communities
of poverty, the collective memory of oppression and Blacks'
continued disadvantaged position contributes to a Black con-
sciousness that makes poverty and race-related issues salient
to many Blacks (Gurin, Hatchett, & Jackson, 1989). It is there-
fore plausible that Black congregations are more likely than
White congregations to provide health programs. Less clear,
however, is whether, congregations of other racial and ethnic
backgrounds are more similar to or different from Black con-
gregations in their commitment to addressing health concerns.
Because of similar social-economic circumstances between
Blacks and Hispanics, there is reason to believe that Hispanic
churches may be similar to Black congregations in their pro-
vision of health-related programs. Conversely, because Asian
Americans tend to be better social-economically positioned
than Blacks, Asian congregations may be less likely than Black
churches to provide health programs.
Hispanic and Asian Congregation-based
Health Activism
Hispanic and Asians' immigrant status is a key factor that
distinguishes their congregations from those of Black and
White Americans. Forty percent of Hispanics and sixty-nine
percent of Asians are first generation immigrants (Ebaugh &
Chafetz, 2000; Lien, Conway, & Wong, 2004; Ramirez & de la
Cruz, 2003). As communities of immigrants, many predomi-
nantly Hispanic and Asian congregations serve as assimilation
centers where newcomers can join friendship networks that
share their native culture and language (Espinosa & Miranda,
2003). As such, Hispanic and Asian American congregations are
important spaces for community members to discuss common
ethnic experiences and remind younger generations of their
history and culture (Cnaan, Sinha, & McGrew, 2004; Chalfant
et al., 1990; Hurh & Kim, 1990; Min, 1992). Because imni-
grant congregations reinforce ethnic identity and strengthen
social capital, church-based social networks can serve as an
important source of health-related information. This is
particularly the case for less acculturated immigrants, who are
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more likely than native-born ethnic minorities to participate
in church-based programs (Cao, 2005; Lopez & Castro, 2006).
Along the same lines, a number of case studies suggest that
health agencies rank churches high on their list of community
institutions to work with in informing Hispanic and Asian im-
migrants about available health services (Cao, 2005; Lopez &
Castro, 2006; Vassilev et al., 2005). For many first-generation
Hispanic and Asian immigrants, congregations may serve as
the chief liaison to the health care community, as well as an
important source of health information.
Not all immigrant groups, however, enter the United States
with the same opportunities. Language barriers, access to
human capital, and legal status influence the ease with which
immigrants are able to assimilate into mainstream American
society. While both Hispanics and Asians may experience lan-
guage barriers, Asians are more likely to arrive legally and
tend to have more social-economic resources when they arrive
(Bishaw, 2005; U.S. Census Bureau, 2005). Indeed, as the most
affluent ethnic minority group in this country, Asian Americans
are closer to White Americans in income and wealth than they
are to Black Americans (U.S. Census Bureau, 2005). Conversely,
Hispanic Americans are more similar to African Americans-
the poorest ethnic group in the country (U.S. Census Bureau,
2005). Hispanics, like Blacks, tend to live in communities with
fewer health resources in the form of quality grocery stores,
pharmacies, and safe walkable neighborhoods (Bishaw, 2005;
MCIC, 2005; LaVeist & Wallace, 2000). Because they have
lower incomes and are more likely to lack insurance, Black
and Hispanic churchgoers tend to have more concerns about
accessing health care than do White congregants (Pew, 2000;
Suro & Passel, 2005). Like Blacks, Hispanics are also more likely
than White churchgoers to believe that universal health care is
a moral issue (Suro & Passel, 2005). Hispanic opinions about
health care appear to be more heavily influenced by quality-
of-life concerns than denominational teachings, as roughly
three-quarters of Hispanic Catholics, Protestants, and other
Christians support universal health care. A similar propor-
tion of African Americans share this sentiment (Suro & Passel,
2005). The similar social-economic experiences of Blacks and
Hispanics may contribute to Hispanic congregations being
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similar to Black congregations in the extent to which they
provide health-related programs. Conversely, we expect that
Asian congregations are less involved than are Black churches
in providing health-related programs.
The Present Study
Using data from the Faith Communities Today 2000 survey,
this study will be one of the first to examine racial/ethnic and
denominational differences in the health care services offered
by American congregations. Generally speaking, studies con-
ducted on the health services offered by Hispanic and Asian
churches have not been nationally representative (i.e. Chalfant
et al., 1990; Lopez & Castro, 2006; Ransdell & Rehling, 1996;
Vassilev, 2005). Rather, this research mainly consists of case
studies of programs offered by particular congregations. The
handful of studies using nationally representative samples to
examine differences in the health programs offered by Black
and White congregations have either not implemented ad-
equate controls (Dudley & Roozen, 2001), or have focused
on only one form of health programs (Tsitsos, 2003). In an
attempt to fill this gap in the literature, we test the following
hypotheses:
1. White and Asian congregations are less likely than
are Black congregations to provide health programs.
2. Hispanic congregations are as likely as Black
congregations to provide health programs.
Sample
Carl S. Dudley and David A. Roozen of the Hartford Institute
coordinated The Faith Communities Today Survey (FACT) in 1999
and 2000. The project represents a joint venture of researchers
and forty-two denominations and faith groups. Each religious
group was responsible for surveying a representative sample
of their congregations using this common core questionnaire.
Once the findings from these surveys were combined into a
single dataset, it contained information on a total of 14,301
congregations via surveys of the senior clergy. In total, the
survey maintained a 57 percent response rate. For the purpose
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of this study, however, only Black, White, Hispanic, and Asian
majority (51% or greater) congregations were included in the
study. These groups constituted approximately 96% of the total
sample. Because of the all-group-aggregate data, weights have
been applied to the data set to adjust for the otherwise dispro-
portionate-to-denomination/group-strata size.
Measures
Dependent variables: Health programs. Congregations' provi-
sion of health programs are dichotomous measures of whether
congregations have in the past twelve months directly provid-
ed or assisted in the provision of: general health programs/
clinics/health education, counseling services or "hot lines,"
and substance abuse programs.
Independent variable: Congregational racial composition. As
mentioned above, the racial/ethnic affiliation of congrega-
tions is a nominal variable of the congregation's predominant
racial composition. The FACT study itself constructed this
variable such that a simple majority of a single racial/ethnic
group constitutes that congregation as predominately Black,
White, Hispanic, or Asian. Black churches serve as the refer-
ence category.
Control variables. To determine the independent effect of
race/ethnicity on congregations' provision of health programs,
this study takes into account factors that other studies have
found associated with church-based community activism. All
models also account for denominational affiliation, the social
justice orientation of the congregation, congregational resourc-
es, community characteristics, and region where the congrega-
tion is located. The FACT study constructed the denomination
variable based upon Steensland et al.'s (2000) classification of
religious denominations. Membership status in national reli-
gious organizations such as the National Council of Churches
or the National Association of Evangelicals were used to clas-
sify various Baptist, Methodist, Lutheran, Presbyterian, and
Episcopalian denominations into Mainline and Evangelical
Protestant traditions. As such, congregations are divided
into the nominal categories of Mainline Protestant, Evangelical
Protestant, Catholic, and Other Faith. For the purpose of these
analyses, Other Faith serves as the reference variable.
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Social justice is measured by a two-item index that en-
capsulates clergy beliefs on how well social justice character-
izes their congregations and how often they preach on social
justice. The resource variable includes the following: number
of congregants; educational status of congregants; paid staff;
the financial health of congregations; the full time status of
clergy; and the educational status of clergy. This study also
controls for urbanicity, employment and educational rate and
the racial/ethnic representation within the census block on
which the congregation is located. The study also controls for
region.
Since the dependent variables are dichotomous, our analy-
sis is done using logit regression techniques, where an odds
ratio that is less than one indicates a negative relationship and
an odds ratio that is greater than one indicates a positive rela-
tionship. Missing values for all variables were replaced with an
imputed regression score. Newly constructed variables were
recoded to reflect the distribution of the original variables. The
analyses presented below were not significantly or substan-
tively altered by this technique.
Results
Bivariate analyses
Impact of race/ethnicity on congregations' provision of health
programs. As expected, the cross-tabulation of congregation-
based health programs by race/ethnicity presented in Table
1 provides support for the first hypothesis by suggesting
that White and Asian congregations are less likely than are
Black congregations to provide all forms of health programs.
Unexpectedly, these analyses also suggest that Hispanic con-
gregations also less likely than are Black congregations to
provide such programs.
Multivariate analyses
Impact of race/ethnicity on congregations' provision of health pro-
grams. The multivariate analyses presented in Table 2 largely
mirror the bivariate analyses. As expected, White congregations
are less likely than are Black congregations to provide general
health programs, substance abuse, and counseling programs.
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Similarly, Asian congregations are less likely to provide general
health and substance abuse programs. Unexpectedly, however,
Asian congregations are also as likely as Black congregations
to provide counseling programs. Although we expected no dif-
ference, Hispanic congregations are less likely than are Black
congregations to provide both general health and substance
abuse programs. As expected, however, Hispanic congrega-
tions are as likely to provide counseling programs.
Table 1. Cross tabulation of bivariate relationship between race/
ethnicity and congregation-based health program provision: Chi-
square analyses
Percentages
Race/ Sample General Substance Counseling
Ethnicity Size Health Abuse
Black 2,303 59.62 48.81 62.66
Asian** 215 36.28 33.07 52.09
Hispanic** 257 29.57 30.45 45.91
White** 10,129 24.06 9.30 42.44
Total N=12,904 .30.62 33.42 46.28
*<.05, **<.01 (Significantly different from Black congregations). Black congregations
serve as the reference category.
"Other" Religious Traditions serve as the reference category
Full Time Clergy is the reference category for No Sole Clergy Leader, Part-Time
Clergy, Clergy that also work another job.
These analyses also suggest that while Mainline Protestant
congregations are more likely to provide health programs,
Evangelical Protestant and Catholic churches are less likely
to do so. In addition, congregations that have a greater com-
mitment to social justice and possess more resources are more
likely to provide health programs than congregations that are
less committed and have fewer resources. The social-demo-
graphic makeup of the community and the region where the
congregation is located have a rather weak effect on a congre-
gation's provision of health care programs.
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Table 2: Effect of race/ethnicity on congregations' provision of
health programs: Logit regression analyses: Odds ratio
General Substance Counseling
health abuse
Congregation Race/Ethnicity1
0.245 0.470 0.651
White congregation (0.025)** (0.046)*" (0.061)*
0.454 0.593 1.005
Hispanic congregation (0.082)* (0.103)** (0.165)
0.536 0.102 0.956
Asian congregation (0.096)* (0.026)** (0.162)
Denominational Affiliation2
1.106 1.589 1.030Mainline Protestant1.0158103
(0.085) (0.119) (0.072)
0.622 1.185 0.706
Evangelical Protestant 0.62 1.185 0.06(0.056)"* (0.100). (0.055)*'
0.540 0.662 0.312
(0.064)** (0.075)" (0.033)**
Social justice Orientation 1.195 1.219 1.143
(0.018)** (0.017)** (0.015)*
Congregational Resources
1.105 1.034 1.007
Clergy Education (0.035)** (0.030) (0.027)
1.084 0.965 1.180
Full Time Clergy/Works (0.106) (0.089) (0.098)*
1.056 1.023 0.996Part Time Clergy (0.077) (0.069) (0.062)
0.876 0.791 0.579No Sole Clergy Leader 3  (0.063) (0.053)* (0.036)**
1.520 1.405 1.391Number of Congregants (0.033)** (0.029)* (0.027)*
1.014 1.028 1.014Proportion of Poor Congregants (0.021) (0.020) (0.018)
1.227 1.214 1.212Number of Paid Staff1.2124122 (0.039)* (0.037)* (0.036)*'
1.040 0.893 1.013Congregation's Financial Health (0.029) (0.023)** (0.024)
Standard errors in parentheses *<.05, **<.01
1Black congregations serve as the reference category
2
"Other" Religious Traditions serve as the reference category
3Full Time Clergy is the reference category for No Sole Clergy Leader, Part Time
Clergy, Clergy that also work another job.
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Table 2: Effect of race/ethnicity on congregations' provision of
health programs: Logit regression analyses: Odds ratio (continued)
General Substance Counseling
health abuse
Community Characteristics
Proportion of Blacks in census track
Proportion of Hispanics in census
track
Proportion of Asians in census track
Employment Rate in census track
Educational Level of census track
Urbanicity
Region
Northeast
South
North central
West
Weight
Observations
1.024
(0.012)'
0.953
(0.021)'
0.842
(0.060)*
0.907
(0.048)
0.983
(0.024)
1.030
(0.029)
0.983
(0.183)
1.013
(0.186)
0.923
(0.170)
1.106
(0.207)
0.550
(0.019)**
12,904
0.999
(0.011)
0.969
(0.020)
0.890
(0.061)
0.952
(0.047)
1.093
(0.025)"*
1.102
(0.028)**
1.464
(0.269)*
1.115
(0.203)
0.937
(0.171)
1.721
(0.317)*
0.708
(0.019)y.
12,904
1.003
(0.010)
0.986
(0.020)
0.799
(0.052)"
0.903
(0.042)'
1.054
(0.022)*
1.083
(0.026)**
1.461
(0.251)*
1.284
(0.218)
1.235
(0.210)
1.604
(0.276)**
0.713
(0.017)*
12,904
Standard errors in parentheses *<.05, **<01
4Rest of the Country serves as the reference category for Region.
Figure 1 presents the adjusted probability estimates of
Black propensity to provide general health, counseling, and
substance abuse programs. These estimates illustrate the
greater odds that predominately Black congregations will offer
these programs than the other congregations. These estimates
also show the parity among non-White congregations in their
provision of counseling programs.
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Discussion
The current study extends Lincoln and Mamiya's (1990) ar-
gument of the civically active Black church in three important
respects. First, consistent with their argument, Black congrega-
tions are more likely than are White congregations to address
health concerns within their communities. Going a step further,
Figure 1. Probability estimates of congregation-based health pro-
grams by race/ethnicity of congregation (adjusted for denomina-
tion, social justice, congregational resources, community character-
istics, and region).
Probability
.5
F1 Asian
El Hispanic
Black 0.502
Asian 0.3507
Hispanic 0.3138
White 0.1979
Black 0.445
Hispanic 0.3222
White 0.2739
Asian 0.0758
I Hispanic 0.5354
Black 0.5342
Asian 0.5231
White 0.4274
* Black
El White
Black congregations are also more likely than are Hispanic and
Asian congregations to address general health and substance
abuse concerns. However, Hispanic congregations and Asian
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congregations are as committed as are Black congregations to
addressing counseling concerns within their communities.
The collective memory of Black church involvement and
success in bringing about sweeping social change in this
country during the modem day Civil Rights Movement may
account for Black congregations' heightened provision of
health related programs. Indeed, Lincoln and Mamiya (1990)
point out that today over three-quarters of Black clergy report
that their church-based community activism is informed by the
efforts of Black churches during the Civil Rights Movement.
The prophetic tradition of many activist Black congregations
continues to resonate today because of continued concerns
with concentrated poverty, illegal drugs, advertisement for
cigarettes and alcohol, and lack of quality grocery stores and
general lack of health resources for African Americans (MCIC,
2005; LaVeist & Wallace, 2000). Moreover, for many Black con-
gregations, the provision of health programs is recognized
as an important strategy to bring about structural changes in
the Black community. Although White, Hispanic, and Asian
Americans have histories of working through their religious
institutions to push for societal reform, it is arguable that no
other church has had as defining a moment in characterizing
themselves as the central community institution within their
respective communities as did the modem day civil rights
movement for Black churches.
Our study shows that congregational differences on the
basis of race remained even after accounting for denomina-
tional tradition and the racial and socio-economic composition
of the congregation's surrounding community. Predominantly
Black congregations are more likely to offer general health and
substance abuse programs regardless of their religious tradi-
tion or the community needs where the church is physically
located. These findings suggest that the Black church's inter-
est in providing general health and substance abuse programs
appear to be motivated by the historical struggles of the Black
people, rather than affiliation with a denomination that has a
history of providing health programs or the economic or racial
composition of the local community where the congregation is
located.
This study also suggests that Asian and Hispanic
Race, Congregations, and Health Programs
congregations maintain a similar commitment to the social-
psychological well being of their communities as do Black
congregations. Case studies on the social service commit-
ment of immigrant Hispanic and Asian communities suggest
that congregations play a key role in assisting Hispanic and
Asian American immigrants adjust to American life (Cao 2005;
Espinosa & Miranda 2003). To the extent that Asian and Latino
congregations provide any social programs, they likely invest
resources into programs that address the assimilation-related
needs of their congregants. Moreover, the counseling efforts
of clergy in Hispanic and Asian congregations likely involves
helping congregants handle stressors associated with expe-
riencing ethnic discrimination, finding employment, access-
ing health care, finding culturally sensitive schools for their
children, and other assimilation-related issues. To that end, it
is somewhat sensible that Hispanic and Asian congregations
are as likely as Black congregations to provide counseling
programs.
In sum, this study suggests that Black congregations are
more likely than are White, Hispanic, and Asian congregations
to address the general health and substance abuse related con-
cerns of their communities. Black congregations are also more
likely than are White congregations to address social-psycho-
logical concerns within their communities. Nonetheless, the
health concerns confronting many African Americans are too
pervasive for Black congregations to adequately address by
themselves. Unless there are structural changes that reduce the
racial and economic isolation of African Americans, it is un-
likely that Black churches, as committed as they are, can make
a long-term and lasting impact on the health conditions within
poor Black communities.
120 Journal of Sociology & Social Welfare
References
African Methodist Episcopal Church (AMEC). (n.d.). Retrieved
February 2, 2009 from http://www.ame-church.com.
Barnes, S. L. (2004). Priestly and prophetic influences on black church
social services. Social Problems, 51, 202-221.
Barrick, A. (2007, Oct. 01). Survey: Top issues of concern for
American Evangelicals. Christian Post. Retrieved February
2, 2009 from http://www.christianpost.com/church/Polls-
reports/2007/ 10/survey-top-issues-of-concern-for-american-
evangelicals-01/index.html
Berube, A. & Katz, K. (2005, October). Katrina's window: Confronting
concentrated poverty across America. The Brookings Institution
special analysis in metropolitan policy. Retrieved February 2,
2009 from http://www.brookings.edu/metro/pubs/20051012_
Concentratedpoverty.pdf
Billingsley, A. (1999). Mighty like a river: The Black Church and social
reform. New York: Oxford: Oxford University Press.
Bishaw, A. (2005, July). Areas with concentrated poverty: 1999: Census
2000 special reports. U.S. Census Bureau: U.S. Department of
Commerce: Economics and Statistics Administration, CENSR-
16, 1-11. Retrieved February 2, 2009 from http://www.census.
gov/prod/2005pubs/censr-16.pdf.
Brown, E. R., Ojeda, V. D., Wyn, R. & Levan, R. (2000). Racial and
ethnic disparities in access to health insurance and health care.
Retrieved February 2, 2009 from http://www.healthpolicy.ucla.
edu/pubs/ files/racialandethnicdisparitiesreport.pdf
Brown, R. K. (2004). The role race plays: Racial differences in social service
provision and political activism among black and white religious
congregations. Dissertation (Ph.D.): Ann Arbor, MI: University of
Michigan.
Brown, R. K. (2008). The role race plays: Racial/Ethnic differences in
congregation-based social service provision. Journal of Sociology
and Social Welfare, 35, 95-113.
Cao, N. (2005). The church as a surrogate family for working class
immigrant Chinese youth: An ethnography of segmented
assimilation. Sociology of Religion, 2005: 183-200.
Chalfant, H. P., Heller, P. L., Roberts, A., Briones, D., Aguirre-
Hochbaum, S., & Farr, W. (1990). The clergy as a resource for
those encountering psychological distress. Review of Religious
Research, 31, 305-313.
Chaves, M. & Tsitsos, W. (2001). Congregations and social services:
What they do, how they do it, and with whom. Nonprofit and
Voluntary Sector Quarterly, 30, 660-683.
Cnaan, R. A., Sinha, J. W., & McGrew, C. C. (2004). Congregations
as social service providers: Services, capacity, culture and
organizational behavior. Administration in Social Work, 28, 47-68.
Race, Congregations, and Health Programs 121
Dudley, C. S. & Roozen, D. A. (2001, March). Faith communities today:
A report on religion in the United States today. Retrieved February 2,
2009 from http://fact.hartsem.edu/Final%20FACTrpt.pdf
Ebaugh, H. R. & Chafetz, J. S. (2000). Structural adaptations in
immigrant congregations. Sociology of Religion, 61, 135-153.
Espinosa, G., Elizondo, V., & Miranda, J. (2003, March). Hispanic
churches in American public life: Summary of findings. Interim
Reports 2003.2, 1-28. Retrieved February 2, 2009 from http://
latinostudies.nd.edu/pubs/pubs/HispChurchesEnglishWEB.
pdf.
Findlay, J. F. (1993). Church people in the struggle: The National
Council of Churches and the black freedom movement, 1950-
1970. U.S.A.: Oxford University Press.
Gurin, P., Hatchett, S., & Jackson, J. S. (1989). Hope and independence:
Blacks' response to electoral and party politics. New York: R. Sage
Foundation.
Hurh, W. M. & Kim, K. C. (1990). Religious participation of Korean
immigrants in the United States. Journal for the Scientific Study of
Religion, 29, 19-34.
Kohut, A., Parker, K., Petrella, M. & Deane, C. (1996, June 25). The
diminishing divide... American churches, American politics. Retrieved
February 2, 2009 from http://people-press.org/report/126/the-
diminishing-divide--american-churches-american-politics.
LaVeist, T. A. & Wallace, Jr., J. M. (2000). Health risk and inequitable
distribution of liquor stores in African American neighborhoods.
Social Science & Medicine, 51, 613-617.
Lien, Pei-te, Conway, M. M., & Wong, J. (2004). The politics of Asian
Americans: Diversity and community. New York and London:
Routledge.
Lincoln, C. E., & Mamiya, L. H. (1990). The Black church in the African
American experience. Durham, NC: Duke University Press.
Lopez, V. A. & Castro, E G. (2006). Participation and program
outcomes in a church-based cancer prevention program for
Hispanic women. Journal of Community Health, 31, 343-362.
Metro Chicago Information Center (MCIC). (2005, October).
Chain reaction: Income, race, and access to Chicago's major player
grocers. Retrieved February 2, 2009 from http://info.mcfol.
org/ web/ datainfo/ hottopics / communitydevelopment/pdf/
CHAINREACTION.pdf.
McKay, E. G. (1993.) National Council of La Raza: The first twenty-five
years. Washington, DC.: National Council of La Raza.
Min, P. G. (1992.) The structure and social functions of Korean
immigrant churches in the United States. International Migration
Review, 26, 1370-1394.
Morris, A. D. (1984.) The origins of the civil rights movement: Black
communities organizing for change. New York, N.Y.: Free Press.
122 Journal of Sociology & Social Welfare
The National Baptist Convention, USA (NBC). (n.d.). Retrieved
February 2, 2009 from www.nationalbaptist.com.
The Progressive National Baptist Convention Incorporated (PNBC).
(n.d.). Retrieved February 2, 2009 from www.pnbc.org.
National Council of Churches (NCC). (1999, November 11). Resolution
for renewed faith community universal health care campaign. Retrieved
February 2, 2009 from http://www.ncccusa.org/about/u2kres.
html.
Pew Research Center for the People & the Press. (2000, September 20).
Religion and politics: The ambivalent majority. Retrieved February
2, 2009 from http://people-press.org/report/32/religion-and-
politics-the-ambivalent-majority.
Ramirez, R. R. & de la Cruz, G. P. (2003, June). The Hispanic population in
the United States March 2002. U.S. Census Bureau: U.S. Department
of Commerce: Economics and Statistics Administration, P20-545,
1-8. Retrieved February 2, 2009 from http://pewhispanic.org/
files/reports/48.pdf http: //www.census.gov/prod/2003pubs/
p20-545.pdf
Ransdell, L. B. & Rehling, S. L. (1996). Church-based health
promotion: A review of the current literature. American Journal of
Health Behavior, 20, 195-207.
Sanders-Phillips, K. (1997). Assaultive violence in the community:
Psychological responses of adolescent victims and their parents.
Journal of Adolescent Health, 21, 356-365.
Scheeringa, M. S. & Zeanah, C. H. (1995.) Symptom expression and
trauma variables in children under 48 months of age. Infant
Mental Health Journal, 16, 259-270.
Steensland, B., Park, J. Z., Regnerus, M. D., Robinson, L. D., Wilcox,
W. B., & Woodberry, R. D. (2000.) The measure of American
religion: Toward improving the state of the art. Social Forces, 79,
291-318.
Suro, R., Fry, R. & Passel, J. (2005, June 27). Hispanics and the 2004
election: Population, electorate and voters. Retrieved February 2,
2009 from http://pewhispanic.org/files/reports/48.pdf
Taylor, R. J., Ellison, C. G., Chatters, L. M., Levin, J. S., & Lincoln, K.
D. (2000). Mental health services in faith communities: The role
of clergy in black churches. Social Work, 45, 73-87.
Thomas, S. B., Quinn, S. C., Billingsley, A., & Caldwell, C. (1994).
The characteristics of northern black churches with community
health outreach programs. American Journal of Public Health, 84,
575-579.
Tsitsos, W. (2003). Race differences in congregational social service
activity. Journal for the Scientific Study of Religion, 42, 205-215.
Race, Congregations, and Health Programs 123
U.S. Census Bureau. (2005, August). Income stable, poverty rate increases,
percentage of Americans without health insurance unchanged. U.S.
Census Bureau: U.S. Department of Commerce: Economics and
Statistics Administration, P60-229, 1-85. Retrieved February
2, 2009 from http://www.census.gov/Press-Release/www/
releases/archives/income wealth/005647.html
United States Conference of Catholic Bishops (USCCB). (n.d.).
Retrieved February 2, 2009 from http://www.usccb.org/sdwp/
national/healthl.shtml.
Vassilev, Z. P., Shiel, M., Lewis, J. M., Marcus, S. M., & Robson, M.
G. (2005). Assessment of barriers to utilization of poison centers
by Hispanic/Latino populations. Journal of Toxicology and
Environmental Health, 69, 1711-1718.

